The purpose of this study was to determine: (i) the effect of schools' baseline community readiness (CR) on youth physical activity (PA) at recess prior to the Ready for Recess intervention; (ii) if changes in PA due to the intervention were explained by baseline CR and (iii) if specific components of the intervention altered an association between baseline CR and changes in youth PA. Methods that were employed included: six informants from each of 17 schools participated in CR interviews at baseline (N ¼ 101). CR scores were calculated based on the CR model's nine stages. Direct observation was used to measure PA. Poisson models evaluated the association between baseline CR and PA. Results were that seven schools were in denial, eight in vague awareness and two in pre-planning stages. CR marginally predicted pre-intervention PA.
Introduction
The number of children diagnosed as overweight and/or obese continues to rise, with 34.5% of children aged 6-11 years classified as overweight or obese (!85th percentile) and 19.0% as obese (!95th percentile), making childhood obesity an important public health issue [1] . Physical activity (PA) has well-known health benefits; however, only 42.0% of children currently meet guidelines of ! 60 min per day of at least moderate intensity PA [2] [3] [4] . Unfortunately, these rates sharply decrease in adolescence, with only 8.0% of 12-to 15-year-olds meeting the PA guidelines [4] . Therefore, interventions aimed at improving children's PA behaviors are essential.
Children spend 32-33 h per week at school [5] , making schools promising institutions to improve PA. According to the Robert Wood Johnson Foundation, of the available opportunity for PA (average minutes per day Â percentage of children who participate), $42% is during recess, followed by physical education (PE) (32%) and afterschool programing (26%) [3] . The Centers for Disease Control and Prevention define recess as regularly scheduled periods of free-time PA and play during the school day [2] . Most schools offer recess every day, whereas PE is scheduled on an average of only 2.5 times per week and after-school programs are attended by only 17% of the children [3] . Recess, therefore provides a rich opportunity to promote PA.
Environmental approaches, such as providing recreational equipment and staff training, designating activity zones and marking playgrounds, have shown promising results for increasing youth PA during recess [6] [7] [8] [9] [10] [11] . Despite promising results, the overall utility of the school as a platform by which to improve PA participation among children remains equivocal [12] . Unfortunately, there is a dearth of research focused on 'why' school-based PA interventions may succeed or fail [12] . Research provides some evidence that in order for school-based efforts to be successful, school community leaders, specifically principals, must have high levels of commitment to interventions in addition to a willingness to dedicate resources to interventions [13, 14] . Gorely and colleagues [13] have also noted that school-based PA interventions may be most successful when initiatives are adopted using a whole-school approach. However, leaders often initially commit to interventions without consulting the individuals who actually implement efforts, such as teachers or paraprofessionals [15] . Without collaboration, these individuals may not feel prepared or dedicated to the implementation of PA interventions and may lack the continued leader support needed to sustain efforts [16] . Exploring how school community characteristics (e.g. commitment to efforts, allocation of resources and leadership support) encourage or hinder the implementation and sustainability of school-based PA interventions may help health promotion professionals to understand why interventions succeed or fail and to better design future interventions aimed at promoting PA behavior change within schools.
The Community Readiness Model (CRM) [17] may be useful in evaluating school community characteristics and their relationship to outcomes of school-based PA interventions. Based on the Transtheoretical Model of individual change and community development theory, the CRM provides an innovative, theory-based method to understand communities' readiness to adopt change [17] . According to the model, community readiness (CR) for change is both community-and issue-specific; therefore, interventions should meet the readiness level of a particular community with regards to a particular issue (e.g. childhood obesity). Communities with low levels of readiness may need efforts to increase readiness before implementation of actual interventions aimed at promoting behavior change. Additionally, communities with high levels of readiness may not benefit from interventions because of an already high involvement with an issue.
Results of recent studies employing the CRM in childhood obesity [18] and PA research [19] provide promising support of the utility of the CRM in PA promotion and preliminary evidence of schools' influence on the childhood obesity issue within communities [18] , suggesting that the school may be a viable environment in which to address childhood obesity and PA. No studies have examined the impact of school CR on youth PA and the effectiveness of school-based PA interventions.
The purpose of this study was to determine: (i) the effect of schools' baseline CR on youth PA at recess prior to the Ready for Recess intervention; (ii) if significant changes in PA due to Ready for Recess were, in part, explained by baseline CR and (iii) if specific components of Ready for Recess strengthened or attenuated an association between baseline CR and changes in youth PA. We hypothesized that school communities with higher levels of readiness would have a greater proportion of moderately or vigorously active youth before Ready for Recess and greater increases in PA after Ready for Recess compared with schools at lower levels of readiness.
Methods

Ready for Recess
Ready for Recess targeted children in grades 3 through 6 at schools randomly assigned to one of four interventions: (i) recess staff training and equipment (ST + EQ), (ii) recess staff training only (ST), (iii) recess equipment only (EQ) or (iv) control (C). Information about the Ready for Recess intervention and procedures has been reported elsewhere [7, 20, 21] . Briefly, principals, teachers (third to the sixth grade) and recess staff at schools Relationship of school community readiness to PA assigned to the ST + EQ and ST interventions participated in a training led by a PhD pedagogist at the beginning of each school year, received Active and Healthy Schools TM program materials [22] and attended periodic booster sessions. Schools assigned to the EQ intervention received playground equipment at the beginning of the school year, and control and ST schools received playground equipment at the end of the school year after all data were collected. Ready for Recess was delivered in 17 schools in a Midwestern Metropolitan area in the United States from August 2009/2010 to May 2010/2011. Four inner-city schools, four urban schools and one rural school participated during the 2009-10 school year, and eight inner-city schools participated during the 2010-11 school year. This study was approved by a University Medical Center Institutional Review Board.
Participants Children
Participants in Ready for Recess were children in grades 3 through 6 attending one of the 17 elementary schools. Principals provided the research team with demographic data, including the percentage of children in grades 3 through 6 who were: (i) female, (ii) from ethnic minorities, (iii) classified as free/reduced lunch status and (iv) overweight or obese (Table I) .
Key informants
Participants in CR interviews were key informants (individuals identified as school community stakeholders in the childhood obesity issue), including: the principal, the school nurse, the PE teacher, one paraprofessional (who supervised recess), one third to sixth grade teacher and one parent from each of the 17 schools. The research team had direct contact with the principal and PE teacher during the recruitment of schools for Ready for Recess. Therefore, the research team contacted the principal and PE teacher directly to schedule CR interviews. Principals identified a paraprofessional, teacher and parent who would be available to participate in CR interviews and initiated contact with these individuals, and the school nurse, on behalf of the research team. After the principal received initial consent from each key 
Instruments
CR interviews
CR was measured using interviews addressing the six dimensions of CR: leadership, existing community efforts, community knowledge of efforts, community climate, community knowledge about the problem and resources to support prevention efforts (Table II ) [23] . In a pilot study to Ready for Recess [7] , CR questions were developed and validated and, school key informants most appropriate to interview about childhood obesity and PA were identified.
Questions from the pilot were revised based on observations of the interviewers/scorers and in order to limit the interviews to 40 min. The research team, under the guidance of a PhD-trained expert in the CRM, developed a series of 26 open-ended questions targeting all six dimensions of readiness related to adopting childhood obesity and PA behavior change efforts (Table II) [18, 23] . Trained research assistants and interns at a local university conducted all interviews prior to or at the beginning of Ready for Recess (August 2009, n ¼ 9 schools; August 2010, n ¼ 8 schools). One interviewer conducted each interview, and each interview lasted $25-35 min. A total of 101 baseline interviews were conducted. Interviewers transcribed key informant responses on a Microsoft Word document while the interview was being conducted.
CR scoring
Using the Community Readiness Handbook [23] , two research assistants scored the CR interviews from schools in which they did not conduct interviews. The two scorers independently reviewed each interview and gave each dimension on each interview a score using criteria for the nine stages of readiness (outlined in the Community Readiness Handbook). These stages were: (i) no awareness, (ii) denial or resistance, (iii) vague awareness that a problem exists, (iv) preplanning, (v) preparation, (vi) initiation of change, (vii) stabilization of programs, (viii) confirmation or expansion of programs or (ix) high level of community ownership of the problem and solutions (i.e. professionalization). After independently scoring each interview, the two scorers convened to discuss each dimension score for each interview and come to an agreement on scores. Dimension scores across all key informants were averaged to calculate a final CR score for each school community. The final CR score (1-9) was based on the nine-stage continuum of readiness that represents the school's capacity to address childhood obesity and PA participation. If a school's level of readiness fell between two integers, the school's stage of readiness was rounded-down.
Training of the research assistants to conduct and score the CR interviews began in August 2009 prior to implementation of the first year of Ready for Recess and included: (i) participation in a 2-h training led by the PhD trained expert in CRM, (ii) review of the Community Readiness Handbook [23] , (iii) practice scoring of interviews from the pilot study following the Community Readiness Handbook scoring protocol, (iv) additional practice scoring before the second year of the study to manage drift and (v) meetings with the PhD-trained expert in CRM to discuss challenges conducting/scoring interviews.
Measurement of PA
PA during recess was measured by direct observation using the System for Observing Play and Leisure Activity in Youth (SOPLAY) [24] [25] [26] . SOPLAY measures PA in groups and is based on momentary time sampling techniques in which scans of individuals and contextual factors (e.g., the availability of equipment) are made within target areas.
Research assistants attended a full-day training with the developer of the SOPLAY instrument [24] [25] [26] . Research assistants had a full year of experience with SOPLAY from the Ready for Recess pilot study, as well as additional time practicing in the field. Prior to pre-intervention data collection and again before post-intervention data collection, observers completed the SOPLAY Relationship of school community readiness to PA (For example, do you know of anyone in the school who encourages recess and physical activity in the children, such as the physical education teachers or school nurse and provides feedback to the administration about the health and fitness of the children?). If none, skip to #11. 5. How long have these efforts been going on in your school? 6. Are you aware of any efforts being made to evaluate the prevention efforts just mentioned or to evaluate any policies in place (policies are in regards to physical activity promotion/ childhood obesity prevention)? If no or do not know, skip to #8 7. Are the results being used to make changes in programs, activities, or policies, or to start new ones? C. School Knowledge About School Efforts 8. Using a scale of 1 to 10 how aware are people in your community about these prevention efforts (mentioned in question 4) (1 being "no awareness at all" and 10 being "very aware")? 8a. Please explain your rating of ______________. If 0, skip to #11. 9. What do you think are the strengths of the prevention efforts you listed? 10. What do you think are the weaknesses of the prevention efforts you listed? 11. On a scale of 1 to 10 with 1 being "not at all" to 10 being "a very great concern", how does the leadership rate childhood obesity as a problem in your school? 11a. Why did you give this a rating of________________? 12. On a scale of 1 to 10 with 1 being "not at all" to 10 being "definitely yes", does the leadership view recess as a desirable component of the time a child spends at school? 12a. What benefits does the leadership see in having kids take a break from class to engage in physical activity? 12b. What disadvantages does the leadership see in having kids take a break from class to engage in physical activity?
If answered none on #4, skip to #14. 13. Are the "leaders" in your school community involved in the prevention efforts (listed earlier in question 4) to reduce obesity in children? Prompt: Are the leaders on a committee or in some group that meets to discuss health problems of children in your school? 13a. Which leaders are involved in the prevention efforts? 14. Do you think the leadership in your school community would support changes in policy related to increasing physical activity? Prompt: Does the leadership think that it should have a role in preventing obesity (by increasing the amount of time the children have recess and by encouraging them to be active during recess)? 15. Do you think the leadership would support (additional) prevention efforts for increasing physical activity? If yes, proceed to #15a. If no, skip to #15b. 15a. If you think they would support prevention efforts, then what sort of support would they provide to increase recess in schools? Prompt: Do you think the leadership would bring it up to the school board or talk to parents and ask them to support more recess time, maybe by including it in newsletters or at PTA meetings, etc.? 15b. If you think they wouldn't support prevention efforts, then why not? 15c. If you think they wouldn't support prevention efforts, then what sort of evidence would they need to see in order to consider more recess time? Prompt: Do you think if teachers told leadership that the kids focus better after recess, then recess would be viewed as an important component of the school day? D. Community Climate 16. How does the school community (P.T.A, wellness committee, etc.) support the efforts to address childhood obesity and physical activity in the schools? Prompt: Do you think parents would want their children to have more physical activity during the school day?
training DVD to ensure good reliability and validity of coding. Prior to data collection, the research team identified and measured all areas for direct observation at the schools (locations, size and boundaries). During data collection, observers mechanically conducted scans during the lunch period recess at each school using a clipboard-mounted tally counter (The Denominator Company, Woodbury, CT, USA). Observers completed scans in each target area from left to right separately for girls and boys, conducted scans in sequential order (i.e. target area 1, target area 2, etc.), and made repeated sweeps in the same order to ensure that each target area was observed at least two times on a given day. Summary counts for the number of children (girls and boys separately) in categories of Sedentary (lying down, sitting or standing). Walking or Vigorous PA were produced in each area scanned. SOPLAY was conducted for 3 days (Tuesday through Thursday) at pre-and post-intervention.
Data analysis
Differences in CR dimensions across schools were analyzed using the exact Kruskal-Wallis test, and results were considered significant at P < 0.003, after Bonferroni correction. The CR score was coded as an indicator variable representing each school's stage of readiness. Because all 17 schools fell within three stages of CR, only three codes were used (0 ¼ denial/resistance, 1 ¼ vague awareness, 2 ¼ pre-planning).
SOPLAY data from repeated scans in the same target area (i.e. activity zone) were aggregated Relationship of school community readiness to PA across observations to obtain an activity profile for each target area. The observations from each area were averaged across days (Tuesday through Thursday) and schools to create aggregated PA levels before and after Ready for Recess [25, 26] . The SOPLAY Walking category was recoded as moderate PA and will henceforth be referred to as moderate PA [26] . The PA results were stratified by school CR levels.
Six separate Poisson regression models were used to assess the associations between baseline CR and the number of sedentary girls, moderately active girls, vigorously active girls, sedentary boys, moderately active boys and vigorously active boys at pre-intervention. Poisson generalized estimating equations (GEE) were used to analyze the association between baseline CR and changes in PA from pre-to post-intervention. To assess aim 3, Poisson GEE models were adjusted by ST + EQ, ST or EQ to determine if intervention type altered an association between baseline CR and changes in PA. The three intervention types were compared with the control schools. Incidence densities >1.00 indicated that baseline CR or the Ready for Recess interventions demonstrated a positive and increasing association with PA. All analyses were conducted using SAS version 9.2 (SAS Institute, Cary NC), and results were considered significant at the 95% level of confidence.
Results
Baseline CR scores showed good internal consistency (a ¼ 0.87). Reliability among scorers was moderate to high and was unlikely due to chance [dimensions (Table II) SOPLAY inter-rater reliability across boys and girls and all PA levels was high (ICC ¼ 0.96). Table III illustrates the crude percentages of sedentary, moderate and vigorous girls and boys stratified by school CR both before and after Ready for Recess, whereas Table IV illustrates the relationship between baseline CR stage and changes in youth PA. The proportion of students engaged in moderate or vigorous PA before Ready for Recess was higher in schools in vague awareness and preplanning compared with schools in denial/resistance. Similarly, the proportion of students engaged in sedentary PA before Ready for Recess was higher in schools in denial/resistance (Table III) .
The proportion of girls and boys in sedentary PA at schools in the denial/resistance stage increased from pre-to post-intervention (7.4% and 11%, respectively) and the proportion of girls and boys in vigorous PA decreased (11.5% and 9.8%, respectively) (P < 0.0001). Changes in PA at schools in vague awareness and pre-planning were not significant (Table III) . Baseline CR was significantly associated with increases in the number of girls in moderate and vigorous PA and boys in vigorous PA, especially when schools were in the pre-planning stage. After adding intervention type into the model, baseline CR became an even stronger predictor of changes in the number of girls and boys in moderate and vigorous PA (Table IV) . These findings indicated that higher baseline CR may have only mitigated decreases in PA after Ready for Recess.
Intervention type alone was not independently associated with changes in PA levels in any of the four univariate models (Table IV) . Interestingly, there was a significant increase in the number of moderately active boys at EQ schools in the denial/resistance stage (P < 0.0001); no ST schools were in the denial/resistance stage.
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Discussion
The purpose of this study was to assess the effect of baseline school CR on PA before and after the Ready for Recess intervention. This is the first study to demonstrate that school CR may partially explain changes in youth PA at recess after a school-based PA intervention and that increasing school CR prior to implementation may be critical to the success of a school-based PA intervention. Specifically, baseline CR may have merely attenuated decreases in the number of boys and girls who were moderately and vigorously active. The addition of ST + EQ, ST or EQ to the school community strengthened the association between baseline CR and changes in PA, suggesting that interventions may successfully increase youth PA if schools have CR levels higher than the pre-planning stage. Additionally, extremely low baseline CR (i.e. denial/resistance) was associated with increases in sedentary activity and decreases in vigorous activity, indicating that the incapacity to carry out change efforts associated with low CR may have left these schools overwhelmed by or unfocused for Ready for Recess [17] .
All 17 schools that participated in the Ready for Recess intervention aggregated at the low end of the CR continuum. Schools are a popular and potentially viable environment in which to promote PA behavior change among youth [13, 18] ; however, if most schools do not have the capacity to successfully implement change efforts, the sustainability of school-based PA efforts may be limited [17] . In light of mixed results within school-based PA research [12] , the low CR levels among schools in this study illustrate the importance of building schools' readiness for change prior to the initiation of interventions.
The impact of school CR may be specifically important to youth at schools with the lowest levels of readiness. Being in the denial/resistance stage of readiness may have negatively affected the impact of Ready for Recess on sedentary and vigorous PA, as increases in sedentary and decreases in vigorous PA were observed among boys and girls (Table III) . Schools in vague awareness and pre-planning may have been more prepared to implement Ready for Recess because: (i) vague awareness and pre-planning were associated with increased levels of moderate and vigorous PA from pre-to post-intervention as compared with schools in denial/resistance and (ii) the addition of Ready for Recess strengthened this association (Table IV) . However, because of the negative changes in PA at schools in the denial/resistance stages, the vague awareness and pre-planning stages may have only mitigated decreases in moderate and vigorous PA. Therefore, CR levels greater than pre-planning may be necessary for PA *Changes in the number of children in specified activity level from pre-to post-intervention (P < 0.0001). Pre-intervention PA levels compared with youth at schools in the denial/resistance stage: **P ¼ 0.02; ***P ¼ 0.05; y P ¼ 0.01.
Relationship of school community readiness to PA interventions to successfully improve youth PA levels. Further, with 41% of schools in denial/resistance, the need for efforts to increase school CR may be specifically crucial.
The implications of these results may be more critical to girls' PA, especially if girls attend schools that have extremely low levels of readiness.
Consistent with national estimates [4] , girls' PA was lower than boys' PA regardless of school CR level (Table III) . Before Ready for Recess, baseline CR only marginally predicted girls' PA levels. However, after the intervention, more girls from schools in vague awareness and pre-planning participated in moderate and vigorous PA compared with girls at schools in denial/resistance. Unfortunately, these widening gaps in girls' PA levels may have been due to declines in PA at schools in denial/resistance, rather than increases in PA levels at schools in vague awareness and pre-planning. In other words, girls from schools in vague awareness and pre-planning simply demonstrated fewer decreases or no changes in PA from pre-to post-intervention, compared with girls at schools in denial/resistance. Similar to girls, boys at schools in the vague awareness and pre-planning stages exhibited greater increases in vigorous PA, when compared with boys at schools in denial/resistance. However, only boys at schools in the pre-planning stage demonstrated increases in moderate PA as well, and only after the addition of ST + EQ, ST or EQ (Table IV) . These results provide further evidence that schools may need to have higher levels of readiness before interventions begin to impact youth PA. Previous research supports the conclusion that schools may need to achieve a higher level of readiness than pre-planning in order to successfully implement interventions aimed at increasing youth PA participation. Other CR studies have compared the denial/resistance and vague awareness stages with the Transtheoretical Model's pre-contemplation stage of change, positing that communities in these stages have no awareness of a problem and thus, do not have the capacity or commitment to solve the problem [27] . The pre-planning stage illustrates a level of readiness that parallels the contemplation stage of change-communities have acknowledged the existence of a problem and are beginning to develop a commitment to intervention, but lack focused efforts to effect change [17, 27] . Additional research aimed at identifying the optimal level of school CR for promoting PA among youth is warranted.
Interestingly, the number of boys in moderate PA at schools in denial/resistance that received the EQ intervention significantly increased from pre-to post-intervention. One explanation for the unique result may be that PA interventions that provide schools with additional equipment may not be appropriate for schools with even slightly higher levels of readiness, such as pre-planning, as these schools may already have basic resources to promote PA. Alternatively, youth PA at schools with limited or no resources may improve from minor increases in resources. In this study, the resource dimension partially explained overall differences in CR among schools, implying that schools in denial/resistance had fewer resources compared with schools in vague awareness or pre-planning. Therefore, interventions aimed at increasing PA resources may be beneficial for schools with low levels of readiness, but may not be appropriate for raising school CR to levels necessary for implementing sustainable PA change efforts.
Unlike the EQ intervention, the ST intervention was not significantly associated with increased PA, despite all schools receiving the ST interventions being in either the vague awareness or pre-planning stages. Research supports the notion that interventions, such as the ST intervention, that require staff involvement (e.g. setting up activity zones, facilitating games) may require higher levels of readiness among key informants [28, 29] . Future research aimed at determining the minimal school CR levels needed for the successful implementation of ST interventions, compared with EQ interventions, may provide important information related to the design of school-based PA interventions and the allocation of resources. Understanding how school CR affects the implementation of ST interventions, in addition to the ST components that contribute most to youth PA behavior change [28, 29] , may allow health promotion professionals to maximize resources for school-based PA interventions.
In addition to resources to address the issue (i.e. childhood obesity and youth PA participation), differences in baseline CR among schools were attributed to the community climate and community knowledge of the issue. CR literature provides evidence that low scores in the community climate dimension illustrate a prevailing attitude of helplessness that may contribute to low levels of commitment to change [23, 30] . Although increases in knowledge may provide a foundational awareness of the problem within communities, research shows that community knowledge of the issue may not be enough to initiate change [31] . Therefore, efforts Relationship of school community readiness to PA aimed at promoting a community climate that supports PA behavior change prior to the implementation of interventions, may be one way to help school communities develop the capacity to initiate and sustain PA efforts.
In addition to targeting particular CR dimensions, efforts that target particular key informants may help increase school CR. Further research dissecting the contributions of various school community key informants to schools' dimension-specific and overall readiness is warranted. For example, principals, as leaders of the school, may contribute most to the leadership or community climate dimensions [32, 33] , whereas PE teachers may contribute most to the knowledge of the issue dimension. Previous research provides evidence that the support and leadership of principals is critical to the success of school-based prevention efforts [33] . Additionally, the active engagement of the individuals implementing interventions (i.e. recess staff) and their support of the leadership may contribute significantly to the success of interventions [28, 29, 32] . Therefore, additional research aimed at uncovering relationships between leaders and the individuals who actually implement interventions (i.e. recess staff) may help researchers target school CR more effectively.
Limitations
Despite the strengths of this study, some limitations should be noted. Although the distribution of CR stayed the same from baseline to post-intervention, the distribution at both time points was positively skewed. This distribution, paired with lack of observed effects of ST + EQ, ST or EQ on PA, suggests that additional efforts to increase school CR are warranted. Additionally, the number of children observed at recess demonstrated unexplained variability from pre-and post-intervention. In order to account for the different denominators in total children observed at recess, Poisson models were used to analyze changes in the proportions of girls and boys at each activity level.
Conducting CR interviews with school key informants also proved challenging. First, scheduling interviews with some of the key informants was difficult, causing the research assistants to conduct some of the interviews after Ready for Recess began. Therefore, it is possible that the implementation of Ready for Recess may have affected key informants' responses. However, all schools aggregated at the low end of the CR continuum, suggesting that any awareness of the intervention or childhood obesity that key informants may have gained during the early stages of implementation had little effect on overall school CR.
Some school districts provided demographic information freely, one required district research board review and secondary parental consent, and one would not provide any information. These barriers prevented the research team from documenting demographic information for a portion of children observed during this study and inhibited the ability to draw conclusions on possible covariates of CR and PA. The inability to gather this data highlights the limitations and barriers related to implementing community-based PA interventions [12] .
Finally, conducting and scoring CR interviews is a long and complex process. The research assistants in this study spent a considerable amount of time contacting key informants, conducting interviews, independently scoring and meeting with another research assistant to discuss scores. Therefore, additional research aimed at developing a shorter tool to evaluate school CR may provide a more viable opportunity to assess CR prior to a PA intervention.
Conclusions
This study and tenets of the CRM suggest that schools may not have reached sufficient levels of readiness prior to the implementation of Ready for Recess to positively impact PA [17] and that being in the denial/resistance stage may have had an adverse impact on youth PA. This study also provides evidence that a school community's readiness for change may influence the success of school-based PA interventions. More importantly, results illustrate a critical need to increase school CR if school-based PA interventions are to successfully effect sustainable changes in youth PA. Current D. K. Ehlers et al.
school CR levels may pose serious detriments to youth PA participation, even with the introduction of school-based PA interventions. Additional efforts to better understand the relationship between school CR and PA behavior are vital to the future of school-based PA interventions. Findings in this study provide preliminary contextual information on school CR, highlighting the potential mutability of school community climate, knowledge of the issue and resources to address the issue. However, more research is needed to confirm the influence of these dimensions amidst the addition of environmental changes, such as Ready for Recess. Additional research may provide important information for the mobilization of resources for future efforts promoting PA behavior change among youth.
